External hemorrhoids generally do not bleed. They can thrombose and cause acute pain. Although external hemorrhoids can become necrotic and drain, most thrombosed hemorrhoids resolve spontaneously. Redundant skin "tags" may remain. These tags can cause pruritus in areas that are difficult to clean.
Acute complications occur with prolapse of internal hemorrhoids or thrombosis of external hemorrhoids. If the pain is acute in onset, it is usually constant and related to a visible mass. If the pain is more prevalent only after a bowel movement, it is rarely due to a hemorrhoid complication and is more likely due to a fissure or ulcerating anal mass. Chronic anal pain and pruritus are generally not symptoms of hemorrhoids but can be symptoms of other diseases including anal fissure, mucosal prolapse, anal mass, or anal fistula that can cause chronic pain or excessive moisture and associated pruritus.
SYMPTOMS AND DIAGNOSIS
The symptoms of hemorrhoids include local protrusion and swelling, pain related to the protruding or swollen masses, and bleeding that may be minor or exsanguinating. The symptoms are generally plebeian and the diagnosis should not be assumed. Other more serious conditions such as inflammatory bowel disease and cancer can mimic hemorrhoidal symptoms and should be ruled out.
The diagnosis is established with direct visualization by anoscopy or proctoscopy. All patients who have rectal bleeding should undergo examination of the colon to rule out proximal sources of bleeding regardless of the presence of enlarged hemorrhoids. Since most cases of bright red bleeding are within the reach of a flexible sigmoidoscope, most patients should undergo flexible sigmoidoscopy or colonoscopy, in addition to anoscopy, to rule out other causes of bleeding. Intermittent protrusion and/or intermittent bleeding do not require urgent consultation. However, patients with acute symptoms of bleeding, pain, or incarcerated protrusions should be seen promptly.
TREATMENT
Conservative therapy is suggested initially for chronic symptoms of hemorrhoidal disease. This includes stool bulking and local lubrication. Surgical treatment is reserved for patients with chronic symptoms that are irritating to the patient and acute symptoms such as pain, excessive blood loss, or suppuration. If the patient has evidence of anemia, more aggressive treatment is necessary. However, if conservative treatment fails to relieve the symptoms and the patient desires that the symptoms be resolved, then localized in-office therapy is appropriate.
If the patient has stage I, II, or III disease, then localized treatment is appropriate. This could be in the form of infrared coagulation, local injection, or rubber banding. Cryotherapy is to be avoided because of excessive post-treatment symptoms. Stage I and II disease is well treated by any of these modalities. Resolution of symptoms should occur in 90% or more of patients. Stage III disease is probably best treated by hemorrhoidal banding, which helps to remove redun-dant tissue. Long-term resolution of stage III symptoms is likely in only 70% of patients treated by banding. Stage IV disease requires surgical intervention. Surgical treatment of hemorrhoids should be associated with long-term resolution of symptoms in 95% of patients.
There may also be symptoms from residual hemorrhoidal tissue after an episode of acute thrombosis of external hemorrhoids. These external anal tags cause difficulty with cleansing and may be locally excised if symptoms warrant.
RISKS
The risks of hemorrhoidal disease are continued symptoms, exsanguinating bleeding and, for hemorrhoids that undergo necrosis, sepsis.
Risks of treatment include bleeding and infection. The risk of bleeding after localized therapy is approximately 1%. The risk of infection after localized treatment is unknown, but it is much less than 1%. Localized pain is another symptom of localized treatment. Pain after banding and injection typically lasts 24 to 36 hours. If it continues longer than that, the patient should seek medical attention. If the pain is excessive after treatment, the patient may have difficulty urinating. Urinary retention is indicative of a localized problem and should be regarded as a sign of occult sepsis.
Bleeding, pain, and infection are greater risks after open hemorrhoidectomy. The risk is approximately 5% for each of these. Comorbid conditions such as diabetes, human immunodeficiency virus (HIV), and heart disease increase the risks of localized treatment but do not change the type of complications that occur. Anal incontinence is a rare complication of surgery for hemorrhoidal disease. There may be subtle changes in continence of gas, liquids, or solids following localized treatment or surgery, but they are rarely socially significant. Injury to the muscle is a recognized risk but is extremely rare when hemorrhoidectomy is performed by an experienced surgeon.
EXPECTED OUTCOMES
Following localized treatment, the symptoms of local protrusion and bleeding should be eradicated. The risk of recurrence of symptoms following localized treatment varies according to the extent of the localized disease. The risk of recurrent symptoms for stage I and II disease is 10%. The risk of recurrent symptoms for stage III disease is 30%. The risk of recurrent symptoms after hemorrhoideetomy is 5 %.
Most hemorrhoidal disease can be treated in the office. Surgical hemorrhoideetomies can generally be carried out under local anesthesia with sedation. A brief stay in the hospital may be necessary for pain control if more than one quadrant of hemorrhoidal tissue is removed.
Symptoms following localized treatment are minimal after 24 to 48 hours. It should not require limited activity, although trauma to the perineum is to be avoided for 2 weeks. Patient activity need not be limited after localized treatment, although trauma to the perineum is to be avoided for 2 weeks. After surgical hemorrhoideetomy, the pain may persist for a number of weeks. Most moderate activity can be continued but 6 to 8 weeks may be required for the wounds to heal completely and for full activity to be resumed.
QUALIFICATIONS
Hemorrhoidectomy should be performed by surgeons who are certified or eligible for certification by the American Board of Surgery, the Royal College of Physicians and Surgeons of Canada, or their equivalent. These surgeons have undergone at least 5 years of surgical training after medical school graduation and in most instances are qualified to perform hemorrhoideetomy. In addition to the standard residency training, qualifications should be based on training, experience, and outcomes.
Adequate training in the management of anorectal disease is important to perform this procedure. Similarly, one should be able to deal with the complications (bleeding, infection, and urinary retention) should they occur. Therefore surgical training is necessary to manage hemorrhoidal disease.
